One of the first hospitals whose existence was threatened in East Anglian after the introduction of the internal market was Mundesley Hospital, a small, isolated, post-acute inpatient rehabilitation unit of 38 beds, which was used by patients from all over the region. Its closure had been threatened for many years, a decision which the managing health authority (Norwich) had deferred, given the strength of local feeling.
Once the internal market was introduced, this issue became the responsibility of several purchasing authorities, each responsible for determining the health needs of its respective population and placing contracts to meet them. Each authority was expected to address the issue of the kind of rehabilitation service it wished to purchase as a potential replacement for Mundesley Hospital.
In doing this each sought to apply the regional values (effectiveness, efficiency, equity, access, appropriateness, and responsiveness) to derive a solution which represented the best compromise or "trade off" between those values. For example, in framing a specification for an alternative pattern of service provision, Norwich Health Authority sought a service which was: * Effective -care and treatment programmes would show evidence of reduced functional impairment, based on a system of clinical audit * Efficient -there would be a reduction in acute hospital stay and increased throughput * Accessible -within about 5 km (three miles) of the Norwich ring road, proximity to the major sources of referral being advantageous but not essential * Appropriate -utilising an "individual patient programme" approach * Responsive -ensuring progression to graduated self care and day care, as appropriate, and utilising a nationally accepted patient satisfaction methodology * Equitable -ensuring that people with identical needs receive the same standard of care regardless of where in the region they lived or were treated.
Using the dimensions framework helped to clarify the underlying conflict between values as they applied in this case, particularly between effectiveness on the one hand and accessibility and responsiveness on the other. Unsurprisingly, the preferred solution for Norwich based on the application of these values was a relocated, consultant led, rehabilitation centre supported by a specialist community team. In another authority in the region, meanwhile, a community provider unit undertook a similar analysis of the same issues, underpinned by an explicit use of the regional values, to prepare a business plan, arguing its case for establishing an entirely community based approach associated with its well developed "hospital at home" programme. This was accepted as the best available alternative to use of the remote and inappropriate Mundesley Hospital.
A satisfactory position has been reached whereby Mundesley Hospital can now be closed as a genuinely redundant institution, based on a series of explicit purchaser and provider analyses expressed in terms of the regional values. The result has not been to create a series of identical alternatives to Mundesley Hospital but a range of different solutions for different authorities, each based on a particular purchaser's interpretation of the regional values in the context of what constitutes a good rehabilitation service. is a metaphor. What the players (in real life, members of a health authority) are doing is Developed by Sian Griffiths, director of public health for South West Thames region, and Laurie McMahon from the Office for Public Management in 1991, the Health Abacus was designed to help members of that new region to understand better purchasing for health gain at a local level.
Its name was chosen to reflect the reality of purchasing, in that it was not about achieving simple health targets but much more about having to make policy trade offs. These may be between competing health needs, or alternative service configurations, or between criteria for improvements in health services, such as efficiency and access. It may also entail trade offs between health improvements and a whole range of "constraining" factors such as public preferences and the influence of professionals at provider level. Moving the beads on the wires of an abacus seemed to fit the way in which authorities would have to balance the level of achievement they require on each of their criteria for health gain.
The success of the prototype prompted the region to develop it for districts and family health services authorities, during which it attracted interest outside. Dr Griffiths explained, "We were using Health Abacus material for national conferences where it was seen by people from the NHS Management Executive. They were impressed enough to fund its development as a free standing pack that could be used by other health authorities to develop their purchasing skills."
The pack provides the basis for running a training day with a simulation of specific purchasing dilemmas and decisions. The start of the day is devoted to setting the managerial and public health contexts in which health authorities must work, which provides an opportunity for members to clarify their roles as purchasers and to understand the dynamics of their relationships with regulators, health and social care providers and general practitioners, and the public.
Participants then work to "sophisticate" the orthodox model of health policy making in which health needs are balanced against available resources. Once a much more realistic understanding of purchasing process, with all its dilemmas and trade offs has been established, the simulation stage begins.
The rules that govern the play are extremely simple since participants maintain their real board member roles and only the policy issues are simulated. These are highly realistic and have been designed to exploit the organisational and public health trade offs within the "abacus" of health gain, and if selected from the portfolio with care they can be used to explore real life dilemmas for the district or family health services authority.
For Laurie McMahon the Health Abacus is not a game: "It doesn't produce winners or losers and it is not a puzzle that has a right answer. People do enjoy the exercise and the simulation is good fun, but they are in their real roles and are using their real values to inform their judgements about how to achieve maximum health gain. There is some serious learning to be derived from that." (2) (3) (4) (1) (2) (3)
(1) (2) (3) communication between one department and another but also of several other factors. In other words, the problem is multidimensional. To avoid "double counting" between different dimensions they need to be as independent (that is, uncorrelated) as possible. The same is obviously true of selecting and weighting indices of deprivation, as in the Jarman index.6 By analogy, the more distinct from one another are the quality dimensions that we identify, the more complete and balanced the profile of quality that they will give. Indeed, correlation is actively dangerous if one is trying in the end to derive a comprehensive system for measuring health care quality in a single language, rather than simply alerting people to multidimensionality. So the Audit Commission has a real point about the overlap between equity and access if we are trying to use the six dimensions to derive an accounting language for health gain. I am not sure that would be feasible. Certainly I do not see it as an immediate priority, but we should be alert to the dangers of double counting.
To date, the main benefit of the six dimensions seems to have been to expand and clarify people's thinking and to illuminate discussion about underlying assumptions and values -to make practitioners more reflective, in Schon's terms.7 The six dimensions have provided a taxonomy (or classification) of the dimensions of quality in the sense that Mintzberg provided one for management strategies.8 That is gratifying, but somewhat static.
Recognition of multidimensionality is helpful -along with Donabedian's classification of structure, process, and outcome -in finding ways of measuring quality and assessing progress in improving it. Box 6 illustrates what I had in mind. I am not aware of people yet having moved far in this direction, though it may be inherent in the Audit Commission's approach. The root idea is that the recognition of multidimensionality makes it far more possible to see where any specific criterion fits into a comprehensive, rounded view of quality. It also helps to show what aspects of performance are inadequately covered by present indicators and suggests where to turn to begin filling the missing part of the jigsaw. If, for example, information about relevance or equity is missing, that immediately suggests turning for enlightenment to people with suitable skills rather than to the technical expert in the specialty concerned. The alternative -all too often demonstrated in the historical record of NHS quality assurance initiatives -is a morass of indicators with little clarity about their purpose and their relative importance. People measure what is a measureable and collect the results like jackdaws, regardless of value or usefulness.
It is remarkable how extraordinarily complicated and confused things rapidly became once people start examining the quality of medical care. That is the justification for trying to maintain some underlying clarity of concepts, even though the attempt may be laboured and the results imperfect.
A crucial issue for clinicians and managers is to recognise that medicine has essential roles at the level of both the individual and the community. Previously I remarked that an honest concern about quality, however genuine, is not 
